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This was a home health federal complaint
investigation survey.

Complaint #: IN 00105710 - Unsubstantiated:
Lack of sufficient evidence.

Survey date: April 24-26, 2012
Facility #: 011160

Medicaid Vendor: 200836920
Surveyors:

Dawn Snider, RN, PH Nurse Surveyor
Marty Coons, RN, PH Nurse Surveyor

Individual Support Home Health Agency is in
compliance with the Conditions of Participation 42
CFR 484.12(c), 484.18, and 484.36 as it relates
to this complaint.

Quality Review: Joyce Elder, MSN, BSN, RN
May 1, 2012
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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